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HEALTH CARE SPENDING ACCOUNT

(] vES, t CHOOSE TO PARTICIPATE IN THE FLEXPLAN HEALTH CARE SPENDING ACCOUNT. | AUTHORIZE MY EMPLOYER TO DEDUCT THE FOLLOWING AMOUNT.
$ PER PAY PERIOD FOR AN ANNUAL AMOUNT OF $ NOT TO EXCEED $ 5,000.00 PER YEAR AS THE
MAXIMUM ELECTION AMOUNT,

IF ENROLLING DURING THE PLAN YEAR, BE SURE TO CALCULATE YOUR ANNUAL ELECTION BASED ON THE REMAINING PAY PERIODS IN THE PLAN YEAR.

D NOQ, | BO NOT CHOOSE TO PARTICIPATE IN THE FLEXPLAN HEALTH CARE SPENDING ACCOUNT.

DEPENDENT CARE SPENDING ACCOUNT

[T YES, 1 CHOOSE TO PARTICIPATE IN THE FLEXPLAN DEPENDENT CARE SPENDING ACCOUNT. | AUTHORIZE MY EMPLOYER TO DEDUCT THE FOLLOWING
AMOUNT. $ R . PER PAY PERIOD FOR AN ANNUAL AMOUNT OF $ ____ NOT TO EXCEED $_5,000.00 PER YEAR

AS THE MAXIMUM ELECTION AMOUNT,
I5 ENROLLING DURING THE PLAN YEAR, BE SURE TO CALCULATE YOUR ANNUAL ELECTION BASED ON THE REMAINING PAY PERIODS IN THE PLAN YEAR,

AUTHORIZATION TO PARTICIPATE

I UNDERSTAND THAT [ CANNOT PARTICIPATE IN THE HEALTHCARE FSA IF | AM CONTRIBUTING TO A HEALTH SAVINGS ACCOUNT (HSA) DURING THE FSA PLAN YEAR.

{ UNDERSTAND THAT | MAY NOT INCREASE OR DECREASE THE AMOUNT OF MY INCOGME REDUCTION UNTIL THE MEXT PLAN YEAR, EXCEPT TO REFLECT A CHANGE IN MY FAMILY STATUS

(E.G. MARRIAGE, BIRTH OF A CHILD, DIVORCE OR DEATH). IN MAKING CONTRIBUTIONS TO THE SPENDING ACCOUNTS, | UNDERSTAND THAT { WILL FORFEIT ANY AMOUNTS IN MY ACCOUNT $F 1 DO
NOT INCUR ELIGIBLE EXPENSES FOR THEM BY THE END OF THE PLAN YEAR. IN ADDITION, | UNDERSTAND THAT MY SOCIAL SECURITY BENEFITS MAY BE SLIGHTLY REDUCED BECAUSE | WILL PAY LESS
SOCIAL SECURITY TAXES. THIS ELECTION REPLACES ANY PREVIOUS ELECTIONS AND Witl TERMINATE ON THE EARLIER OF (1} THE END OF THE PLAN YEAR; {2) WHEN | AM NO LONGER BEING
COMPENSATED IN AN EQUAL AMOUNT AT LEAST EQUAL TG MY TOTAL SALARY REDUCTION; (3) TERMINATIGN OF THE PLAN, MY EMPLOYER MAY REDUCE OR CANCEL THIS ELECTION IF NECESSARY
TO COMPLY WITH PROVISIONS OF THE INTERNAL REVENUE CODE.
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